. Isolation of Tubercle Bacilli
The presence of tubercle bacilli in the cerebrospinal fluid (C.S.F.) provides absolute proof of the tuberculous aetiology of the meningitis but unfortunately they are difficult to find in some instances and prolonged search of a smear made from a centrifuged deposit is required (Stewart, 1953 
Tubercles of the Choroid
The appearance and natural history of these lesions have been described elsewhere (Illingworth and Wright, 1948; Home, 1951 ; Somner, 1952 Intramuscular streptomycin was given to all the 53 cases. Alone it will cure some cases of tuberculous meningitis, but it is known that streptomycin passes from the blood stream into the C.S.F. with some difficulty, resulting in a C.S.F. level much lower than the blood level. As the inflammation of the meninges subsides, less and less streptomycin passes from the blood into the C.S.F. Streptomycin has a bactericidal action upon the tubercle bacillus and the greater the concentration of streptomycin in the C.S.F. the greater its bactericidal powers.
For this reason, intrathecal streptomycin was given to all cases.
One intrathecal injection of streptomycin each 24 hours results in a bactericidal level in the C.S.F. and this is desirable in the early stages of treatment (Cathie, 1948 ; Medical Research Council, 1948 ; Smith, Vollum and Cairns, 1948 ;  Rubie and Mohun, 1949 Tuberculosis is a generalised disease and there is always a tuberculous focus outside the central nervous system. Often it is an active focus and this obtains benefit from the streptomycin given systemically.
We have always believed that it is the duration of the treatment which is important, and so, throughout our series, it will be seen ( Fig. 1) that the duration of intramuscular and intrathecal treatment has gradually increased. In retrospect, we now wonder if occasionally we have been giving more than was necessary.
For convenience, intrathecal streptomycin is always given by the lumbar route. By this route, the drug is carried to all parts of the C.S.F. system, both inside and outside the brain, provided that no obstruction exists (Fig. 2) The chloride of the C.S.F. is not helpful in determining the duration of intrathecal streptomycin. It returns to normal after some 3-5 months of treatment and roughly coincides with the improvement in the patients' clinical condition. Fig. 3 Spinal Block
Spinal block occurred in one quarter of all cases. It is nearly always only partial but, as we have said before, it is important because streptomycin introduced into the lumbar theca below the obstruction is unable to ascend into the remainder of the C.S.F. system. This spinal block usually occurs quite early in treatment and is due to the formation of tuberculous exudate blocking the narrow subarachnoid space. Fortunately it often lasts only a few weeks. But it is always necessary when a block is suspected to examine the cisternal fluid because Queckenstedt's test is not an accurate means of diagnosing an early partial block. In spinal block, there exist differences between the cisternal and lumbar C.S.F. These are :?
1. The lumbar C.S.F. is always xanthochromic, while the cisternal fluid is not.
2. There is a rapid rise in the protein content of the lumbar fluid until it is 2-4 times greater than the cisternal fluid.
3. Normally the lumbar C.S.F. sugar is 2-3 mg. less than the cisternal value. In partial block this is accentuated and the difference may be 5-10 mg. (Fig. 9) . Some ten to twelve hours after the administration of tuberculin, the temperature reaches its maximum, and this period of maximum pyrexia may be associated with vomiting. Gradually the temperature falls and it is normal around the twenty-fourth hour. In nearly every case this is followed by a secondary but less marked pyrexia. We have checked this secondary curve and are satisfied that it is not due to a normal diurnal variation. 
